Background: Very and extremely preterm infants who require intubation and mechanical ventilation often receive surfactant therapy. We introduced a practice to use a 120 mg vial of poractant alfa surfactant for all preterm infants up to 1.2 kg birth weight; this provides doses of 100-250 mg/kg. We performed this audit to assess if the surfactant dose potentially affects early respiratory outcomes.
ACQUIRED SEVERE SUBGLOTTIC STENOSIS IN NEONATAL INTENSIVE CARE GRADUATES
Background: Acquired subglottic stenosis (SGS) is a serious consequence of endotracheal intubation for mechanical ventilation in neonates.
Method: We performed a retrospective review of patients who underwent surgical intervention for SGS in a sole tertiary children's hospital from January 2006 to December 2014. For each neonate with SGS, 2 controls were matched for gestation and year of birth to identify potential causative factors for its development.
Results: 43 patients (2 weeks-13 years) required surgical intervention for acquired SGS. 37/43 (83.7%) were neonatal intensive care (NICU) graduates with 35/37 being <30 weeks gestation at birth. The incidence of severe SGS in ventilated neonates who survived to discharge was 0.93%. The incidence increased with decreasing gestation, with the highest incidence of 9.1% in 23 week gestation infants surviving to discharge. When compared with matched controls, development of SGS was associated with: higher number of endotracheal tubes (ETT) (4 v 2; p < 0.001); longer duration of ventilation (16 v 9.5 days; p < 0.001); traumatic intubation (34.3% v 7.1%; p = 0.001); and the use of oversized ETT (74.3% v 42.9%; p = 0.001) ( Background: Thermoregulatory management is standard care in NICU, but rarely a priority elsewhere in hospital despite infants being prone to heat loss. This prospective observational study aimed to determine whether transport and management during surgery or MRI increased the risk of hypothermia in infants being managed in a tertiary NICU.
Methods: Core temperature (rectal or oesophageal) and cardiorespiratory parameters were continuously measured from 15 min before leaving NICU to 60 min after returning in 64 newborn infants requiring either surgery in the operating theatre (OT; n = 43) or an MRI scan (n = 21). Temperature was determined at standardised phases during the MRI and OT clinical care and during transport. Percentage normothermia (36.5 C-37.5 C)
was compared at each study phase. Results: 86% (MRI) and 94% (OT) of infants were normothermic before leaving NICU. Infants were a mean (95%CI) 0.40 (0.02, 0.81) C colder after an MRI scan than prior to entering the scanner (p = 0.03, ANOVA). 90% of infants were normothermic on entering MRI compared with 43% both immediately after and 60 min after returning to NICU; p = 0.003, RR (95%CI) 4.75 (1.62, 17.2), NNT 2. Between arriving at and leaving OT, core temperature decreased by mean (95%CI) 0.60 (0.03,1.20) C (p = 0.03, ANOVA). 88% of infants were normothermic on arrival to OT compared with 56% on leaving; p = 0.005, RR (95%CI) 1.56 (1.17, 2.17), NNT 3. By 60 min after returing to NICU 86% were normothermic. Conclusions: Unintentional hypothermia is a common occurrence during Surgery in OT and MRI scan. There are no evidence-based guidelines or standardised interventions for thermal care in either environment.
